entails commitment of time and effort that frequently are not reimbursed. Therefore, the other rewards must be considered when recruiting the practitioner into the project. The academic faculty should have, in most cases, the leading role in clinical research, but there are exceptions. On the other hand, the "nonacademic practitioner" frequently has more experience in efficient delivery of care. Some of my colleagues whose success depends almost completely on effective and efficient care delivery have honed those skills to a fine edge. Integration with academic institutions provides the opportunity for those lessons to be applied by the faculty, as well as the nonfaculty physicians. Some observational research may be best led by physicians whose main commitment is care delivery.
Beyond the categories of patient care, teaching, and research, there are opportunities to develop multispecialty "heart team" approaches to improved care and investigation. As structural heart disease becomes a centerpiece of interventional cardiology, the collaboration of cardiologists, cardiac surgeons, vascular surgeons, anesthesiologists, and others is essential to building optimal programs. The nonacademic institutions usually do not have departmental structures and the integration of multiple disciplines may be easier to accomplish. This in turn should be stimulus for those multidisciplinary units to involve the faculty and nonfaculty participants with the sole objective of fostering the structural heart disease program. Similar approaches to heart team decision-making in revascularization and other areas should also be provided.
What are some of the pitfalls of integration of academic and nonacademic organizations? Physician incentive is beyond the intent of this brief discussion, but equitable reimbursement systems that reward group effort as well as individual contribution is essential. Whether on the faculty or nonfaculty side, the current fee-for-service system provides a convenient but perverse metric to reward the contributions of collective participants. Feefor-service, for now, is the card that we have been dealt. That, by most accounts, will change, but regardless of the method of computing reimbursement, the principles of rewarding the effort of the team will be necessary to achieve optimal results. Organizational structure can be an impediment to effective integration. Deans and department chairs may not appreciate the potential contribution of physicians outside their chain of command. Nonfaculty physicians may not grasp the opportunity to enhance their practice through academic participation. Although an obvious oversimplification, physicians on faculty are programmed to collaborate on clinical investigations and other programmatic endeavors. Nonfaculty physicians are programmed to care for their patients and practices. Integrated medical organizations should not try to become homogenized, but to look to the respective strengths of all the components of a new organization.
